Dear Sir, Vasculitis as a paraneoplastic syndrome has rarely been reported with renal cell carcinoma [1][2]. We report a patient who developed a purpuric eruption on his extremities in conjunction with surgical removal of a renal cell carcinoma. Skin biopsy demonstrated a leukocytoclastic vasculitis. Concurrently, a type-II (polyclonal) cryoglobulinemia was discovered. With deterioration of renal function months later and persistence of the vas-culitic skin lesions, a transformation from type-II to type-I (monoclonal) cryoglobulinemia was observed. A 63-year-old man, previously in good health, presented with a 2-year history of weight loss, paroxysmal episodes of hiccups, shortness of breath, and a decreased appetite with early satiety. Physical examination was unremarkable. The hematocrit was 27.2% (MCV 74), the erythrocyte sedimentation rate was 113 mm/ h, and urinalysis was remarkable for micro-hematuria and 3 + proteinuria. Abdominal ultrasound revealed a soft tissue mass in the lower pole of the right kidney, and a bone scan was not suggestive of metastatic disease. The patient underwent a right nephrectomy. Pathology demonstrated a poorly differentiated clear cell renal carcinoma which extended through the capsule into the perine-phric fat. The postoperative course was complicated by hypertension, seizures, and, on postoperative day 3, the development of nonpalp-able purpura on both arms and legs and scattered petechiae on the fingertips. The patient's medications at the time included phe-nytoin, nifedipine, labetolol and cefazolin. A biopsy of the lesions revealed leukocytoclastic angiitis. The skin lesions resolved completely during the subsequent week. Fig. 1 . Purpuric macules and papules on upper extremity, which on biopsy revealed immunecomplex vasculitis. Serum protein electropheresis (SPEP) revealed a monoclonal IgM kappa spike and the presence of cryoglobulin. Immuno-fixa-tion electropheresis (IFE) of the cryoprecipi-tate demonstrated the presence of monoclonal IgM kappa and polyclonal IgG kappa. A urine protein electropheresis (UPEP) revealed kappa Bence-Jones proteinuria. Total hemolytic complement (CH50) was within normal limits. Bone marrow biopsy was refused. Eight months later, the patient was readmitted for worsening renal function and poorly controlled hypertension. A retrospective review of the earlier surgical specimen revealed glomeruli with
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